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Complete remission of gastrointestinal bleeding has followed partial gastrectomy for watermelon stomach and gastric telangiectasias2 but, given the propensity for multifocal lesions in CREST syndrome and the potential problems such patients can have with diarrhoea, attempts should be made to preserve as much intact bowel as possible. The authors state that endoscopic therapies are only effective in small lesions. Our experience shows that extensive vascular lesions can be safely dealt with by endoscopic means and this has been confirmed by others.23 Heater probe,4 bipolar cautery,5 laser3 and sclerosant injection6 have been used successfully.
Gostout et al.2 achieved success in 87% of 45 patients with watermelon stomach with no serious complications, although 33% were left with asymptomatic antrum dysmotility.
It is surprising that gastric vascular abnormalities are a relatively uncommon reported cause of gastrointestinal bleeding in CREST patients given that a significant proportion (65%) of patients with the watermelon stomach exhibit 'autoimmune' or connective tissue disease type phenomena.2 Prednisolone may be effective in the presence of hypergastrinaemia and achlorhydria.' Our patient rather unusually in this population2 had normal acid output and gastrin so corticosteroids were not given. Progesterone/oestrogen combinations have also been reported to be effective in bleeding gastric telangiectasias5 but were avoided in this case because of previous hormone-induced migraine. A high index of suspicion is often needed to make the diagnosis of watermelon stomach at endoscopy, angiography is often unhelpful and histological changes may be missed at biopsy. As the authors state the endoscopic appearance can be mistaken for gastritis. 9 Gastric vascular abnormalities should be considered by gastroenterologists and rheumatologists in the differential diagnosis of anaemia in CREST patients, wider recognition of these entities and associations is likely to result in more cases becoming evident. Endoscopic therapy may be all that is required. Polycythaemia rubra vera presenting with severe glossitis Sir, Polycythaemia rubra vera (PRV) can present in various ways including acute bleeding or thrombotic episodes, cerebral circulatory disturbances, gout and pruritus. We report an unusual case of PRV in whom the main presenting complaint was severe glossitis. An 84 year old woman was admitted to hospital with a 3 month history of severe soreness of the tongue with associated loss of taste, prominent dysphagia for solids and weight loss of 12 kg. There was a past history of ischaemic heart disease and hypertension, and a mild stroke with very good recovery 6 years prior to the present admission. At the time of her stroke, routine tests including a full blood count were normal. She had no history of abdominal or respiratory disease, was a non-smoker and did not drink alcohol. Her only regular medication prior to admission was multivitamin tablets for a few weeks, but the glossitis had not improved.
On examination there was facial plethora, a smooth atrophic, 'beefy' red tongue and moderate splenomegaly. Investigations revealed: haemoglobin 17.8 g%, white cell count 42.2 x 109/l, platelet count 195 x 109/l; differential white cell count-neutrophils 58%, lymphocytes 17%, basophils 10%, myelocytes 10%, myeloblasts 2%; MCV 73 fl, MCH 24 pg, MCHC 33 g/dl. Blood film showed a leukoerythroblastic picture and the ESR was I mm in the first hour. Serum electrolytes, renal, liver, calcium and thyroid function tests, as well as serum folate and ferritin levels were normal. Chest X-ray and arterial blood gases were also normal. Serum B12 was > 1,000 ng/l (normal 200-900) and leucocyte alkaline phosphatase score 182 (normal 35-100). Bone marrow trephine examination revealed panhyperplasia with the presence of moderate myelofibrosis, and no evidence of iron deficiency or metastatic disease. An abdominal ultrasound confirmed moderate splenomegaly and showed no abnormality of other abdominal viscera. A barium meal and a gastroscopy were normal. On the basis of these findings, a diagnosis of PRV with secondary myelofibrosis was made and busulphan 4 
